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Abstract 
 

Objective:  To evaluate the effect of the My Birth Control tool on patient, provider, and staff satisfaction 

of contraceptive counseling.  

Methods: The provider in a women’s health clinic in Western North Carolina offered the My Birth 

Control tool to females ages 18 through 45 who were currently not pregnant and not desiring pregnancy 

within 6-months of enrollment and who were wanting to discuss starting or switching contraceptive 

methods during their visit.  Before use of the tool, the provider asked the patient what method they were 

considering and mainly focused on that method.  When using the tool, the provider discussed multiple 

methods of interest as indicated on the printout.  Measurement of patient satisfaction was determined by 

using the Patient-Centered Contraceptive Counseling Likert scale, and the provider and office staff 

experience was measured via qualitative interviews.   

Results: Differences in the patient satisfaction scores before and after the My Birth Control 

implementation were not significant.  Both provider and staff had positive experiences in terms of 

implementation of counseling, integration of patients’ values and preferences, patient knowledge of 

contraceptive methods, and time efficiency.   

Conclusion: Use of the My Birth Control tool had no effect on patient satisfaction.  The intervention did 

have a positive impact on providers’ satisfaction of contraceptive counseling, as well as their time 

efficiency.   

Keywords: contraception; contraception counseling; birth control; my birth control; shared decision 

making   
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Implementation of ‘My Birth Control’ Tool 

Contraceptive counseling is a common experience for women of reproductive age in the United 

States.  The National Survey of Family Growth found that more than 50% of sexually active women 

report receiving contraceptive counseling in the past year (Fox et al., 2018).  Women have reported 

dissatisfaction with their counseling due to receiving deficient information, being coerced by their 

provider, and feeling they are unable to voice all their personal preferences, values, and concerns during 

their visit (Dehlendorf et al., 2019a).  Nearly 85% of adult women have used a highly or moderately 

effective, reversible method of contraception in their lifetime, yet nearly 50% of these women have 

discontinued at least one method of contraception due to dissatisfaction and/or negative side effects 

(Stevens, 2018).   

Providers have identified barriers to quality patient-centered contraceptive counseling to include 

patient’s misconceptions about contraceptive methods, insufficient time to effectively counsel on the 

range of options, and lack of training in the provision of contraceptive counseling (Dehlendorf et al., 

2019a).  Quality patient-centered contraceptive counseling, from the provider’s perspective, focuses on 

contributing their medical knowledge by explaining the risks and benefits of all treatment options with the 

patient’s preferences as the focal point, and encouraging prioritization of patient autonomy (Dehlendorf et 

al., 2014).   

Shared decision making (SDM) is a particularly useful patient-centered approach to counseling 

when there are multiple treatment options, and no one treatment approach is best for all patients (Holt et 

al., 2020). Shared decision making better prepares both the provider and the patient in working together to 

feasibly determine the safest and most beneficial treatments based on the patient’s preferences and goals 

(Coviello, 2020).  Distribution of decision aids to assist with initiating SDM is a critical component of the 

provider’s role in SDM (Hsu et al., 2016).   

Many providers utilize the Structured Contraceptive Counseling (SCC) model to improve patient 

contraceptive education.  Structured contraceptive counseling utilizes both audio and visual aids to 

provide information on contraceptive methods to patients (Wackenhut et al., 2021).  Shared decision 
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making allows providers to share evidence-based information with their patients, while also considering 

the patient’s individual preference.  Both SCC and SDM have allowed contraceptive counseling to move 

away from clinician-directed counseling to a patient-centered approach, allowing women to voice their 

wishes and preferences at the forefront of the counseling session (Wackenhut et al., 2021).  Use of SCC 

adds to the positive impact of SDM by creating an opportunity to engage the patient in doing their own 

evidence-based research.  This allows women to make informed and medically appropriate medical 

decisions while also improving the quality of contraceptive counseling and ultimately increasing uptake 

and adherence to contraception (Wackenhut et al., 2021).   

In summary, approximately half of women of reproductive age receive contraceptive counseling 

from a provider because contraceptive methods such as pills, sterilization, intrauterine devices (IUDs), 

implants, patches, rings, and injections require a prescription or procedure by a clinician (Holt et al., 

2020).  Despite utilization of contraceptive counseling, the non-use and inconsistent use of contraception 

continues to be a crucial contributing factor to the high rate of unmet reproductive goals (Stevens, 2018).  

Choosing which contraceptive method to use can be challenging as many women have ten or more 

contraceptive methods that are medically suitable for them (Dehlendorf et al., 2019a).   

Review of Literature 

A systematic literature review was conducted.  Databases included CINAHL, ProQuest, Google 

Scholar, PubMed, and Science Direct.  The key words used were contraception, shared-decision making, 

patient-centered care, decision aid, and My Birth Control.  The literature review included research studies 

and articles from 2014 through 2020 and was limited to health care, full-text, and peer-reviewed articles.  

References in the articles were also used to further the literature review.  A total of 19 articles were 

included. The review revealed that Dr. Christine Dehlendorf has implemented multiple studies in 

reference to shared-decision making using patient-centered decision aids for contraceptive counseling, 

leading to her creation of the My Birth Control tool.   
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Contraceptive Methods 

There are multiple methods of contraception available to women, each with their own 

effectiveness rate, advantages, and disadvantages.  Women can choose from an implant in their arm, an 

intrauterine device (IUD), an injection, daily pills, a patch, a vaginal ring, a diaphragm, an internal 

condom, or sterilization (Likis & Schuiling, 2022).  Not only are they choosing between physical methods 

but also whether they want a hormone containing method as well.  Considering 47% of all pregnancies in 

the United States are unintended, it is important that women understand how to use their chosen method 

correctly (Dehlendorf et al., 2017). 

Long-Acting reversible contraceptives (LARC) include methods such as an IUD or an implant, 

and are recommended because they are safe, effective, inexpensive, and require less maintenance than 

other contraceptive methods (Sapkota et al., 2016).  The uptake and continuity of LARC methods are 

negatively affected by women’s fear, anxiety, and health concerns (Sapkota et al., 2016).  The Balanced 

Counseling (BC) approach to contraceptive counseling empowers women to discuss their fears, anxieties, 

and misconceptions related to choosing a method, allowing them to make an informed decision (Sapkota 

et al., 2016).  Balanced counseling uses an algorithm that assesses a woman’s need as well as her 

reproductive goals, leading to a presentation of different contraceptive options (Sapkota et al., 2016).  An 

observational cohort study of 1,580 women was conducted to analyze the impact of BC and choosing a 

LARC method (Sapkota et al., 2016).  Prior to receiving BC, 15% of the women reported they would 

choose a LARC method yet following BC 40% of the same group of women reported they would choose 

a LARC (Sapkota et al., 2016). 

Patient-Centered Care and Contraceptive Counseling 

Patient-centered care is an increasingly emphasized dimension of health care and is recognized as 

a marker of quality health care and is recognized by The Institute of Medicine as a marker of quality 

health care (Institute of Medicine, 2001).  From 2015 through 2017, 64.9% of the 727.2 million women 

aged 15 through forty-nine in the United States (US) were using some form of contraception (Daniels & 

Abma, 2018).  Many forms of contraception require consultation with a provider for either a prescription 
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or placement of the device, making interaction with providers for contraceptive counseling common 

(Stevens, 2018).   

Women using provider-prescribed forms of birth control such as, pills, implants, rings, IUDs, and 

patches, commonly report dissatisfaction with negative side effects and report their providers neglected to 

discuss, or downright downplayed, the side effects of the method during their counseling session 

(Stevens, 2018).  Common side effects of hormonal contraception include headaches, weight gain, mood 

changes, nausea, and breakthrough bleeding (Stevens, 2018).  Thirty-seven percent of women who chose 

to use an intrauterine device as contraception reported they were not informed of the likelihood of 

irregular bleeding (Dehlendorf et al., 2014).  Failures in communication such as this have led to nearly 

50% of contraceptive users in the US to discontinue their contraception (Stevens, 2018).  Shared decision 

making is a patient-centered approach to health care, assisting in prevention of these communication 

failures (Dehlendorf et al., 2019a).   

Shared Decision Making  

Shared Decision Making (SDM) elicits expertise from the patient and the provider mutually, 

producing treatment decisions that align with the patient's preferences, goals, and values, while also 

viewed clinically practical, valuable, and safe by the provider (Coviello, 2020).  Successful SDM results 

in improved knowledge and confidence in treatment decisions, and a decrease in stress, anxiety, and 

decisional regret (Schwind et al., 2016).   In terms of contraceptive counseling, SDM uses approaches to 

optimize the woman’s experiences by working to develop a close and trusting relationship with their 

provider (Dehlendorf et al., 2014).  Balanced counseling’s algorithm complements SDM by enabling 

women to consider their own reproductive goals, while also enabling them to discuss fears, anxieties, 

myths, and misconceptions associated with contraception (Sapkota et al., 2017).  Drawing expertise from 

both the patient and the provider generate treatment decisions that are deemed clinically feasible, 

beneficial, and safe by the provider while also meeting the patients’ personal goals (Coviello, 2020).  

Patients declare efficient therapeutic patient-provider communication decreases their stress and anxiety, 

resulting in a more positive experience for them (Schwind et al., 2016).   
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To provide effective patient-centered contraceptive care the provider must first determine the 

patients’ preferences for the counseling interaction itself (Dehlendorf et al., 2016).  A quantitative study 

investigating women’s preferences around contraceptive decision making revealed 33% of women desire 

shared-decision making, 18% prefer provider-led decision making, and the remaining 49% prefer patient-

driven decision making (Dehlendorf et al., 2016).  This suggests most women, or 82% of women, prefer 

their input to be included (Dehlendorf et al., 2016).  

Women have reported wanting to have control over the ultimate decision of a contraceptive 

method and wanting their provider to participate in the decision-making process by emphasizing their 

values and preferences (Dehlendorf et al., 2013).  They also felt that providers should only share their 

opinion on preference of contraceptive methods if it is prompted by the patient or if they make their 

justification well-defined to the patient (Dehlendorf et al., 2013).  Another study found that women were 

significantly more likely to prefer autonomous decision making about birth control in comparison to other 

medical issues, yet 50% of these women also reported a desire of some input from their provider 

(Dehlendorf et al., 2013). 

My Birth Control Tool 

My Birth Control is an interactive tool, formatted to be used on a tablet, that includes 

contraception education modules on the efficacy, mode of use, frequency of use, and side effects of each 

method, followed by a preference elicitation exercise (Dehlendorf et al., 2019b).  Dr. Christine 

Dehlendorf has conducted multiple studies on women’s preferences, the provider’s perspective, and use 

of patient-centered care in reference to contraceptive counseling, with the goal of creating a decision aid 

tool to increase rate of women meeting their reproductive goals.  The tool solicits the user’s preferences 

and relevant medical history to create a list of recommendations based on the user's answers (Dehlendorf 

et al., 2019b).  These recommendations along with the user's questions for the provider are included on a 

final printout for the provider to view prior to the counseling interaction and prompt individualize 

counseling (Dehlendorf et al., 2019b).   
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Dr. Dehlendorf conducted a cluster randomization trial of My Birth Control with 28 providers and 

758 patients as participants where she evaluated the effect of the tool on contraceptive continuation, 

experience of contraceptive care, and decision quality (Dehlendorf et al., 2019b).  No effect was found on 

7-month contraceptive continuation (intervention 56.6% vs control 59.6%), but there were positive effects 

on the Interpersonal Quality of Family Planning (intervention 66% vs control 57.4%) and informed 

decision with decreased decisional conflict (intervention 50.5% vs control 43.2%) (Dehlendorf et al., 

2019b).   

A mixed-methods study was conducted to study provider perspectives on My Birth Control, 

where the 15 providers who participated in the intervention arm of the cluster study were interviewed to 

obtain their impressions of their patients’ interactions with the tool (Dehlendorf et al., 2019a).  These 

providers reported that incorporation of My Birth Control helped them allocate their time more 

efficiently, enabling them to hone in on patients’ preferences and values (Dehlendorf et al., 2019a).  They 

also reported that patients who utilized the tool appeared more knowledgeable about contraceptive 

options and took a more active role in choosing their method (Dehlendorf et al., 2019a).   

Purpose 

 The purpose of this project was to determine if implementation of the My Birth Control decision 

aid tool would improve patient’s satisfaction of patient-centered contraceptive counseling, while also 

having a positive impact on both the provider and staff’s experience with contraceptive counseling. 

Methods 

 This was a three-month prospective quality improvement (QI) project designed and managed by a 

Doctor of Nursing Practice, Family Nurse Practitioner (DNP, FNP) student with the purpose of 

implementing the My Birth Control tool at a rural women’s health clinic in western North Carolina.  Prior 

to this project, the approach used for contraceptive counseling was based solely on either the provider’s or 

patient’s preference independently, and did not include shared decision making, counseling from the 

provider, or inclusion on the patient’s preferences, values, or beliefs.  The provider at the clinic expressed 

the need for a decision aid tool to assist with contraceptive counseling.   
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Participants 

 The provider at a women’s health clinic in western North Carolina participated as the stakeholder 

in this study, offering use of the My Birth Control tool to females ages 18 through 45 were currently not 

pregnant or desiring pregnancy within 6-months of enrollment, but were wanting to discuss starting or 

switching contraceptive methods.  The provider anticipated seeing approximately 25-30 women a day, 

with 2-3 patients each day seeking contraceptive counseling.     

Measures 

Demographics 

 Demographics included age, parity, and ethnicity were collected on all women receiving 

contraceptive counseling.  Women’s ages were collected in five-year ranges, assuring discretion of 

anonymity of participating women.  This data was collected by the Quality Improvement (QI) Project 

Leader during retrospective chart reviews.  The receptionist maintained an Excel page with the 

participating women’s information, including the last 4-digits of their phone number to assist in knowing 

which charts to review. 

Patient Satisfaction of Patient Centered Care 

  Data on patient’s satisfaction of patient-centered contraceptive counseling was obtained by 

administering the Patient-Centered Contraceptive Counseling (PCCC) survey, a 4-item patient-reported 

5-point Likert Scale pre- and post-implementation (See Appendix A).  The 4-item PCCC survey was 

derived from the 11-item Interpersonal Quality of Family Planning (IQFP) (Dehlendorf et al., 2021).  To 

shorten the survey, Dr. Dehlendorf utilized qualitative data addressing item importance and 

interpretability, while also using quantitative data to address the reliability and validity of the shortened 

survey.  She conducted interviews and focus groups with 33 patients and found the 4-item PCCC survey 

retained the 11-item IQFP survey’s psychometric properties, including internal consistency (Cronbach’s 

alpha=0.92 versus 0.97 for the PCCC and IQFP respectively) (Dehlendorf et al., 2021).  Written consent 

was received from Dr. Dehlendorf to use the PCCC 4-item survey.   
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For the first month of the project women did not utilize the My Birth Control tool, allowing for a 

comparison group for the women utilizing the tool for the subsequent three months.  The PCCC measured 

whether their provider respected them as a person, allowed them to say what mattered to them, took their 

preferences seriously, or gave them enough information to make the best decision.  This survey is 

available in English and Spanish only, and the patient completed it with no assistance from staff.  Medical 

staff administered the survey to the patient prior to checkout to assure completion.  Participant data 

remained anonymous and information confidential.  Measurement of whether they used My Birth Control 

or not was obtained through a retrospective chart review by the DNP FNP student.  

Provider and Staff Experience with Using the My Birth Control Tool  

Data on the provider’s experience was obtained through face-to-face qualitative interviews before 

and after implementation.  These were semi-structured interviews, exploring the provider’s experiences 

with patients undergoing contraceptive counseling.  They were conducted before and after 

implementation of My Birth Control, allowing for comparison of provider’s perspective on My Birth 

Control’s influence on time, benefits to patient’s knowledge and confidence, and their acceptability of the 

tool.  These interviews covered specific topics while also allowing the provider to guide the interview and 

answer freely.  The following topics were the focus of these interviews: 1) how counseling is initiated, 2) 

integration of patient’s values and preferences into counseling, 3) patient knowledge of contraceptive 

methods, 4) discussion of patient’s questions, and 5) time efficiency.  These interviews were recorded and 

transcribed, permitting themes to be noted during analysis (Appendix B).   Content analysis was utilized 

to analyze the themes and patterns that emerge from the narrative content.  Semi-structured interviews 

that focused on time efficiency and workflow were completed with the facilities office staff as well.  

Process Measures 

  The QI Project Leader went to the facility every two weeks to assure the office is utilizing the 

‘My Birth Control’ tool.  This was completed through retrospective chart reviews.  An Excel page was 

used to document these reviews (Appendix C).   

Procedures 
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This QI project was used with a multidisciplinary team approach to care, and employed the 

specialized skills of a NP, MD, support staff such as registered nurses, and medical assistants.  All 

women used the same tool during the two months of intervention prior to their contraceptive counseling 

visit and received the same education on how to use the modules on the tool prior to implementation.   

This study received exemption from the Institutional Review Board at Lenoir-Rhyne University 

Hickory, North Carolina.  Written consent has been obtained from Dr. Christine Dehlendorf to use the My 

Birth Control tool.  Anonymity was used with all obtained data from the patients and providers.  

An orientation to My Birth Control was provided to the provider and office staff using a 

PowerPoint presentation before implementation of the project.  Key points included in the presentation 

were the motivation behind the use of the tool, evidence for the tool, and how the tool works.  The office 

setting was examined to determine how the office could best prepare for implementation of the tool.   

The front desk receptionist overssw identifying patients who wanted to discuss contraception during their 

visit.  There was a flyer on the front door as patients enter the office informing them to tell the 

receptionist if they were there for contraceptive counseling.  A second flyer was posted at the front desk 

with the QR code leading them to the My Birth Control tool on their personal device.  There was a tablet 

at the front desk available for those who do not have a personal smart phone or tablet.  Participants used 

My Birth Control independently.  

During the first month, patients receiving contraceptive counseling did not utilize the My Birth 

Control tool, but the front desk receptionist administered a PCCC survey following their appointment.  

These surveys were compared to the PCCC surveys obtained during the subsequent two months of 

women utilizing the My Birth Control tool.  Women using the tool created a My Birth Control profile 

while in the lobby prior to their appointment and their profile handout printed out at the front desk.  The 

receptionist placed their profile printout on their chart which follows them into their room, allowing the 

provider to review prior to speaking with the patient during the contraceptive counseling visit.  

Results 
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 During the first month of the study, six women were eligible to use the tool and six (100%) of 

these women completed the pre-implementation PCCC survey.  There were five participants during the 

last two months of the study who utilized the My Birth Control tool (100%) and completed the post-

implementation PCCC survey (100%).  Participants’ ages ranged from twenty-one to thirty-seven.  All 

eleven participants from both the pre- and post-intervention groups scored all four questions on the PCCC 

survey as “Excellent”, making statistical analysis of the quantitative data difficult.  The Mann-Whitney U 

parametric test was attempted on this data, utilizing whether the patient used the tool or not as the 

independent variable and their total scores on their PCCC survey as the dependent variable.  However, 

because every participant’s total PCCC score equaled a total of 20 points the Intellectus program was 

unable to compare median scores.  Scores before and after the use of the My Birth Control tool were 

identical so there was no difference to report. 

Provider and Staff Interviews 

How Counseling is Initiated 

 Prior to using the My Birth Control tool, the provider did not have a set way of initiating 

contraceptive counseling, but rather talked to each patient on an individual basis.   

“I usually just talk to them about whether they need anything or not, what they are using now, what they 

have tried in the past and what has worked for them, and if they are wanting it for contraceptive purposes 

or adverse side effects.  If they are in the appropriate age group, I always bring it up and ask them if they 

are already on something or if they would like to discuss it.” 

 Following implementation of My Birth Control, the provider was no longer having to initiate the 

conversation because the receptionist would ask all women ages 18 through 45 if they were interested in 

speaking to the provider about contraception.  If they were interested, then the receptionist would ask 

them to use the tool while in the waiting room. 

Patient Knowledge of Contraceptive Methods 

 When asked how knowledgeable the provider thought her patients were about contraceptive 

methods prior to using My Birth Control she answered: 
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“Most of the younger ones are very knowledgeable right now thanks to social media and tv ads.  Many 

times, they think they what they want but after you sit down and educate them, they realize they did not 

fully know everything about that method and many times change their mind.” 

Following the implementation of My Birth Control the provider stated, “Use of My Birth Control 

increased patient’s knowledge tremendously.  I believe this is because by using the tool immediately prior 

to the visit allows the information to be fresh in their brain.”   

Integration of Patient’s Values and Preferences 

 Before using the tool, the provider integrated the patient’s values and preferences into their 

counseling by simply asking them what they wanted out of their birth control, what methods they would 

or would not use, and if they had any religious or personal beliefs that needed to be included in the 

decision.  Following implementation of My Birth Control, the provider stated, “For the patient, it gave 

some direction for the birth control conversation by asking them in the modules whether they had any 

specific preferences, beliefs, or values they wanted to be included.  For the provider, it gave insight to 

what the patient wanted or needed to know.” 

Time Efficiency and Workflow 

When asked prior to implementation what she thought would have a positive effect on the time 

efficiency with contraceptive counseling the provider reported, “I think having a way for the patient to do 

their own research, that I know is accurate data and information prior to the visit would be ideal, because 

it would allow them to have their questions about specific methods ready and they would have a better 

idea of which method they want.”  Following implementation, the provider reported the tool positively 

affected her time efficiency because the patient was able to complete the tool while waiting to be seen.   

When asked about time efficiency and workflow of the office the receptionist stated, “There was 

no direct correlation between providing this tool to the patients and the flow of the office.  I mostly had 

patients complete the tool while waiting to be seen by the provider, giving the patient something to do 

while waiting while at the same time not slowing down the provider.”   

Discussion 
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 The goal of this project was to determine if implementation of the My Birth Control decision aid 

tool would improve patient’s satisfaction of patient-centered contraceptive counseling and have a positive 

influence on the provider’s experience with contraceptive counseling.  Results indicated no difference in 

satisfaction scores before and after the implementation of the tool.  

The similar results reflecting patient satisfaction made statistical analysis difficult due to the 

scores being so high pre-intervention they had no way to increase post-intervention.  This phenomenon 

can be referred to as the “ceiling effect” which occurs when there is an upper limit on a survey and a large 

percentage of participants score the upper limit (Zach, 2021).  The ceiling effect makes it impossible to 

determine whether the intervention made any difference.  The provider’s dedication and years of 

experience means she is well liked and trusted, possibly leading patients to score “Excellent” on all 4-

items of the PCCC survey both before and after implementation of the My Birth Control tool.  There are 

currently no publications with which to compare the use of the new 4-item PCCC survey and patient 

satisfaction scores as of yet.   

In terms of provider and staff satisfaction, the tool had a positive impact on initiation of 

counseling, integration of patient’s values and preferences, patient knowledge of contraceptive methods, 

and time efficiency.  Dr. Dehlendorf’s research also showed that post-implementation of the My Birth 

Control tool led providers to initiate contraceptive counseling with a reference to the tool’s printout (Holt 

et al., 2020).  She and her colleagues also found that providers believed patients gained more knowledge 

about all contraceptive methods following implementation of My Birth Control (Holt et al., 2020).   

The receptionist also reported a positive effect of use of the tool on the time efficiency of the 

workflow in the office when it comes to contraceptive counseling.  She reported, “The patients didn’t 

have any questions about the tool.  It was very user friendly, and they were able to complete it with little 

to no guidance”, meaning she did not have to take extra time out of already busy schedule to explain the 

tool.  This can be beneficial to any busy office, considering they already have a workflow their staff and 

patients are acclimated to, as well as giving the patient something to do while they are waiting to be seen.   

Limitations 
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 There were many limitations effecting the outcomes of this study.  First, the pre-discussions with 

the provider suggested there would be 2-3 patients seen for contraceptive counseling per day.  A larger 

sample size would have been more representative of the population.  The quality of a sample depends on 

how typical or representative the sample is of a population (Polit et al., 2017).  This study was completed 

amid the COVID-19 pandemic, leading many participants to schedule telehealth visits for contraceptive 

counseling rather than in-office.  The inopportune timing of this project in terms of the pandemic likely 

led to fewer women having the opportunity to use the My Birth Control tool. 

 In addition, this project was completed in a small-town office where the provider has worked for 

20-plus years.  These patients have grown to trust her as their provider, possibly leading to the ceiling 

effect on the PCCC surveys.  Lastly, the range of ethnicity was minimal with only one (9%) of the 

population being African American and the other ten participants (91%) all being Caucasian.  A wider 

range of ethnicities would have been advantageous to the study, because there are higher rates of 

unintended pregnancies among minority women due to differences in contraceptive preferences (Jackson 

et al., 2016).  Black and Latina women have previously reported more features to be extremely imperative 

to their method choice than white people, most notably being their self-desire for self-control over 

initiating and discontinuing their chosen method (Jackson et al., 2016). 

Conclusion 

 In conclusion, My Birth Control is a patient-centered decision aid tool that did not have any effect 

on patient satisfaction in this study, likely due to a ceiling effect.  However, implementation did enhance 

provider and staff satisfaction.  Future research via implementation at a larger clinic with a more diverse 

population may give better insight to whether the tool improves patient satisfaction scores.  

Recommendations could also be made to continue the intervention for longer than 2-months to allow for 

more women to utilize the tool.  Continued research is needed to further optimize the My Birth Control 

tool and patient-centered contraceptive counseling.    
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Appendix B 

Interview Questions 

Pre-Implementation Questions: 

How Counseling is initiated: 

1. Currently, how do you initiate a contraceptive counseling visit? 

a. I usually just talk to them about whether they need anything or not, what they are using 

now, what they have tried in the past and what has worked for them, and if they are 

wanting it for contraceptive purposes or adverse side effects.  If they are in the 

appropriate age group, I always bring it up and ask them if they are already on something 

or if they would like to discuss it.   

Integration of Patient’s Values and Preferences: 

1. How do you integrate the patient’s values and preferences into contraceptive counseling visits? 

a. I usually ask them what they want, what they would or wouldn’t use in terms of different 

methods.  I ask them if there are any religious values that need to be included.   

Patient Knowledge of Contraceptive Methods 

1. How knowledgeable do you think your patients are about different contraceptive methods? 

a. Most of the younger ones are very knowledgeable right now thanks to social media and 

tv ads.  Many times, they think they what they want but after you sit down and educate 

them, they realize they did not fully know everything about that method and many times 

change their mind.   

2. How do you educate them about the different methods? 

a. I talk to them, and I have a lot of pamphlets and brochures.   

Time Efficiency 

1. How would you describe your time efficiency with contraceptive counseling? 
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a. I try to ask about birth control with all women in the appropriate age group during all 

physical exams and many times it is a short and sweet conversation, but there are times 

when the counseling session has a negative impact on my time efficiency.   

2. What do you think would have a positive effect on your time efficiency with contraceptive 

counseling? 

a. I think having a way for the patient to do their own research, that I know is accurate data 

and information, prior to the visit would be ideal, because it would allow them to have 

their questions about specific methods ready and they would have a better idea of which 

method they want.  

 

Post-Implementation Questions: 

Integration of Patient’s Values and Preferences: 

1. How did the ‘My Birth Control’ tool assist you in integrating your patient’s values and 

preferences into contraceptive counseling? 

a. For the patient, it gave some direction for the birth control conversation.  For the 

provider, it gave insight to what the patient wanted or needed to know.  

Patient Knowledge of Contraceptive Methods: 

1. Explain whether your patient’s pre-counseling contraceptive knowledge improved following use 

of ‘My Birth Control’. 

a. Use of My Birth Control increased patient’s knowledge tremendously.  I believe this is 

because by using the tool immediately prior to the visit allows the information to be fresh 

in their brain.   

Discussion of Patient’s Questions: 

1. Describe your thoughts on how ‘My Birth Control’ affected the discussion of your patient’s 

questions.  
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a. I think it just highlighted what areas there was interest in and where there were 

knowledge deficits.  

Time Efficiency: 

1. How did ‘My Birth Control’ affect your time efficiency during contraceptive counseling? 

a. The tool did not affect my time efficiency during the workday at all.  It was easy to give 

to the patients and every patient enjoyed completing it.   

2. In what ways did implementation of the tool affect the flow of patients through your office? 

a. It improved my workflow by allowing the patient to get information while they are 

waiting in the waiting room.  

b. There was no direct correlation between providing this tool to the patients and the flow of 

the office.  I mostly had patients complete the tool while waiting to be seen by the 

provider, giving the patient something to do while waiting while at the same time not 

slowing down the provider. 

Acceptability: 

1. Describe the types of questions, if any, that the patient had about the tool. 

a. The patients didn’t have any questions about the tool.  It was very user friendly and they 

were able to complete it with little to no guidance.  

2. Will you continue using the tool? Why or why not.  

a. Yes, because it was a good resource in providing both patient and provider knowledge 

about what was important to the patient to discuss.  
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